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Women’s empowerment is key to attain better maternal and child health (MCH) outcomes. Empowerment often seen 
and understood through economic perspective, control over resources, education and employment of women. 
Participation in decision making is the keys to protect women from domestic violence by gaining control over material 
resources which can lead to greater participation in household decision-making. Although, the cultural underpinnings 
to domestic violence (DV), especially in India, where the study found a woman's risk of being beaten, kicked or hit 
rose along with her level of education. These indicators have marginal differences in the risk of DV reported among 
the small urban pockets of India or the culturally less conservative areas. This paper attempts to understand the 
problematic process of power over decision-making in domestic violence into perspective by analyzing the social 
indicators of empowerment by various factors like women’s education, occupation, income and women decision and 
receive of health care. The study is a multicentre cross sectional analytical study covered 18 states of India with 
14,405 women respondents. This paper brings out that although employment and education provides independent 
leverage for reducing the risk of domestic violence; the culture and community factor in India modify the protective 
influence. Despite of substantive possession of the existing attributes of women’s empowerment, women victim fails 
to receive needed health care services. The outcome of the study also reflects a situation of biased policy process 
and institutional framework. The policy implementation process is a reflection of existing patriarchal norms in the 
country resulting in piece meal processes of entitlements. Currently, given the cultural flux that India is experiencing, 
a woman who challenges her husband's right to control her behavior is seen as problematic. The solution lies when 
the society, its customs and institutions are interwoven with the threads of equality. India can be seen today as a state 
in transition. The status will improve only when access and the form in which women participate in policy processes, 
implementation and redressal changes to women enabling rather than women hindering.  
 





Women's empowerment found to be associated with lower child mortality and better health seeking behavior 
(Allendorf 2007; Garcia-Moreno et al 2005). Although women’s empowerment is key to attain better maternal and 
child health (MCH) outcomes (Gupta & Yesudian 2006), lack of consensus and wide variation in terminologies used in 
conceptualizing empowerment in the literature are the evidences of complexity of the problem. Bearing the 
complexities in mind, empowerment broadly means priority change over time and the expansion in people’s ability to 
make strategic choices in a context where their abilities were previously denied to them (Batliwala 1994; Kabeer 
2001). It is also seen as increased autonomy and freedom (Sulaja 2004). G. Sen (1993) defines empowerment as 
“altering relations of power, which constrain women’s options and autonomy and adversely affect health and well-
being.” There are several key terms that are common to the frameworks used to conceptualize the empowerment 
process such as choice, control, power of decision making capability, and autonomy (Boyle 2009; Kabeer 1999). 
These definitions are intended to be operational, and describe processes rather than end points. Household and 
interfamilial relations are a central locus of women’s disempowerment.  This means that efforts at empowering 
women must be cognizant of the implications of policy action at the household level (Kabeer 2001; Sen and Grown 
1987). Keller and Mbwewe (1991) describe it as “a process whereby women become able to organize themselves to 
increase their own self-reliance, to assert their independent right to make choices and to control resources which will 
assist in challenging and eliminating their own subordination.” Most often these are referring to women’s ability to 
make decisions and affect outcomes of importance to themselves and their families. Control over one’s own life and 
over resources is often stressed. We employ this definition as a reference point in the present paper. 
 
Generally, women’s empowerment is implicitly equated with specific achievements such as political participation and 
reservation for women in the parliament & local decentralized governance, legal reform, free education for girl child 
and economic security.  Studies illustrate that the process of empowerment through entitlements reduce gender 
inequality in health status, educational status, personal security, and so on.  In long term, the integrated outcome of 
all these strategies endeavors to bring cultural changes by transforming the stereotype gender status and roles in 
society. Various studies have aimed at measuring women’s “autonomy” (Jeejebhoy and Sathar 2001), “status” (Gage 
1995), “domestic economic power” (Mason 1998), “bargaining power” (Malhotra et al 2002) etc. Empowerment often 
seen and understood through economic perspective (Sen 2002), control over resources, education and employment 
of women (Ackerson, 2008; Boyle 2009) and participation in decision making is the keys to protect women from 
domestic violence by gaining control over material resources can lead to greater participation in household decision-
making (Rothenberg 2003). Although, the cultural underpinnings to domestic violence (DV), especially in India, where 
the study found a woman's risk of being beaten, kicked or hit rose along with her level of education, these indicators 
have marginal differences in the risk of DV reported among the small urban pockets of India or the culturally less 
conservative areas (Bangdiwala et al 2004; Koenig et al 2006; Visaria 2000). Researchers have theorized that 
education and financial income may elevate the position of women and that they may   behave more assertively 
against gender biased practices at home (Hoffman et al 1994; WHO 2010). 
 
In India, a crime against women is committed every three minutes (NCRB 2007). Though, Domestic Violence Act 
(Kaur 2008) has been enacted to protect the women against violence, there had been much complexity to deal with 
the practice of abuse at home. DV is widely recognized as a public health problem, having negative consequences for 
women's physical, mental and reproductive health (Campbell 2002; Mayhew et al 2002). In addition it includes loss of 
respect, loss of sense of control, and a strong sense of disempowerment, (DeKeseredy and MacLeod 1997; O'Neill 
and Kerig 2000). Studies have shown that DV contributes to number of chronic health problems that often limit the 
ability of women to manage their lives and are less likely to seek health care (Kajsa et al. 2003; Reardon 2002).  In 
India violence against women starts in the womb in the form of foeticide and continues throughout her life. Common 
form of violence against women includes female feticide, domestic violence, dowry harassment or death, sexual 
trafficking etc. 
 
Though, there is growing recognition of the link between domestic violence, empowerment and health outcomes of 
women, yet, in India there is very limited empirical evidence. There are I would argue that achievements are best 
treated as outcomes of empowerment, but whether any empowerment indicator (such as exercising control over 
decisions or resources, education of women or employment) really amounts to empowerment; and the empowered 
woman would not be facing domestic violence compared to a disempowered woman. Our hypothesis was that when 
women having power, money, and education, women will be experiencing less domestic violence and women will 
have increased access to health care.  With this argument, this paper puts the problematic process of control over 
decision or resources in domestic violence into perspective by analyzing the social indicators of empowerment.  
 
 
Material & Method 
 
Study design: This study was a multi centre analytical cross-sectional study using mixed method.  
 
Study area and sampling frame: India has 28 states, out of which 18 states were selected to have a wider 
representation. For operational purposes, India has been divided into six zones viz north, south, east, west, central 
and northeast. Multistage sampling strategy was used to attain the required samples. Three states were selected 
from each zone based on the prevalence rates of DV from NFHS-2 (IIPS 2000). The states with high, medium and 
low prevalence of DV were selected. Since 70% of Indian population lives in rural India, the samples were taken 
keeping in view 70:30 ratios of rural and urban populations. For rural sample, from each state two districts, from each 
district two blocks (administrative units in the district), and from each block two villages were selected randomly. 
Therefore, a total of 124 villages were chosen for sampling of female participants. District headquarters were 
considered for urban sample. In each urban area, various pockets belonging to different socio-economic strata with 
high, middle, and low income groups were identified based on the information obtained from the local key-informants 
and physical appearance of housing.  
 
Participants: The study participants were married women below the age of 35 years. A total of 14,405 samples of 
married women from 18 states were enrolled with Alpha = 0.05 and 1-Beta = 0.80 which included a margin of 10 per 
cent non- response. Probability proportion to size was calculated with a confidence level of 95% and absolute 
precision of 0.05.  
 
Study instrument: The study involved collecting quantitative data through semi-structured questionnaire and 
qualitative data through case study and focus group discussion. The questionnaire included items on socio-economic 
details, decision making power of women in certain issues and domestic violence experience. A multiphase process 
was used to develop the questionnaire to ensure that it was culturally and linguistically appropriate. The questionnaire 
was pre-tested at two study areas among 150 respondents. The response range was developed to measure the 
qualitative questions based on the pre-test of the questionnaire. All the respondents were interviewed by women 
investigators in local language of the state. Interviews took place in a private place and care was taken to avoid 
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presence of other family/community members during interviews. If some one comes nearer during interview, the 
discussion on general health was made and the interview was restarted after the third person had receded.   
 
Intensive field work: The study was carried out through six participating centers/ institutes. After selecting the village/ 
urban pocket, the research team met village/community heads and elders before initiating the data collection and the 
purpose of the survey was explained. Rapport was established with the community and especially the women were 
taken into confidence. The sample to be collected from a village was determined by dividing total rural sample 
required for that state by total number of villages in that state. In each village, random points were identified and care 
was taken to include all communities. A total of 248 Focus Group Discussions (FGDs) were carried out and each 
FGD comprised of an average of 8-9 women. 124 case studies were carried out among the community.  
 
Data management and analysis: After receiving the data from six participating centres, data were merged, cleaned, 
and validated using Excel (double data entry). Data analysis was done using Epi Info, transport to SPSS (version 17) 
to calculate proportion, confidence intervals (CI), and odds ratio (OR). A p value of less than 0.05 was considered as 
the minimum level of significance. The prevalence with 95% CI, of different forms of domestic violence reported by 
women was computed. Associations with education and occupation were examined by using bivariate procedures. 
Multivariate analysis using binary logistic regression (forward method) was applied to 14,507 cases. The most 
parsimonious model obtained in the multivariate analysis with 14,507 cases of which 13,951 have been included in 
the analysis and 556 cases were missing. Content analysis was done for the qualitative data like FGDs, indepth 
interviews and case studies. The interview transcripts were thematically analysed. This inductive approach involved 
systematically identifying themes and patterns within the data. The interview transcripts were coded largely according 
to the areas covered under the theme list and analysed. 
 
Ethical considerations: Institutional ethical clearance was obtained by each principal investigator from the human 
ethical clearance board. The respondents were duly informed about the details of the study, their informed consents 
were taken using appropriate form.  Considering the issue sensitive, the selection of women respondents, 
confidentiality and privacy to protect the safety of study participants and field staff were ensured.  The hard copies 
were kept in the locked cupboard till all the data verified and entered to electronic mode and report was prepared. The 





The total sample used for the analysis was 14,507 cases of which 13,951 have been included in the analysis and 556 
cases were missing. The five following indicators such as education, occupation, income, decision making and health 
care receive after physical injury (PI) by the women were analysed to understand the empowerment of women and 
facing domestic violence. 
 
 
Education of the Women 
  
Analysis depicts that illiterate women were eight times more at risk of physical violence (OR 8.81; 6.93-11.21); 
whereas women who have competed up to eight years of education were four times (OR 4.58; 3.60-5.82) more at 
risk, women completing high school & higher secondary education were two times (OR 2.26; 1.76-2.72) more at risk 
of physical violence as compared to graduate women or women having postgraduate degrees. Although, physical, 
psychological and sexual violence decreased with the increased level of education, data also revealed that women 
with high level of education experienced instances of DV. (fig.1). Data presented at Table 1 reveals that working 
women irrespective of education were subjected to physical, psychological and sexual violence compared to the 
women confined to household responsibility. Conversely, the women who had completed education more than 10th 
class faced physical and sexual violence about 18 per cent and psychological violence 47 per cent.  
 
 
Occupation of the women  
 
While economic factors were often implicated in the cycle of violence in households; data reflects that occupational 
status of the women and their relative earnings was an important reason for the husband to inflict domestic violence. 
Out of the total women working in different sectors (skilled and unskilled workers), 49 percent were facing DV 
compared to the housewives (36 percent). Two variables were used for women's economic condition;(i) her 
engagement in the income activity (occupation), and (ii) the family income and her contribution in terms of money to 
household expenses. While most women in rural areas contributed economically, the majority worked on the 
household farms or within the household economic units. These women did not derive any additional autonomy as a 
result of these contributions. In contrast, result reveals that women who contributed none financially (the housewives) 
were significantly less at risk for DV than women whose earnings contributed more to their households’ expenses.  
Qualitative analysis revealed that the working status of husband and wife and the economic condition of family 
influenced occurrence of DV to some extent. This may be due to reporting bias as the housewife justifies DV, and 
women asserting themselves in decision making resulting to violence. 
 
A case report of a working respondent aged 28 years from Ahmedabad slum reported that, ‘I have been married for 
past 12 years. In the first 6 years when I was not earning, fully dependent on my husband, he used to abuse me 
without any provocation from myside. I was accepting it as way of life, as my fate. Now that I am earning for the past 
6years, my perception towards him and life has changed. My ability to tolerate violence for no reason has decreased 
which shows in my behavior and this in turn irritated him more which has made him more violence with me.  
 
 
Income of the Women  
 
Considerable research has been conducted to determine the effects of low-income & women's employment on 
domestic violence. Though above description of working women (23.5 percent) revealed that the proportion of 
contribution in terms of money to the total family income on an average was 38.5 percent, women's economic 
contributions did not reduce husbands' dominant positions and violence. It appeared that DV might depress women's 
socioeconomic and occupational status attainment over time. In this context of gender inequality and poverty, the 
practice of patriarchy appeared to exacerbate women's risk of DV. The participants of the FGD invariably indicated 
that women had faced verbal aggression, torture, physical and mental assault, and sexual abuse in the family. They 






Decision of the women to refuse to have sex with husbands  
 
Women’s education and employment also speaks out to refuse to have sex with their husbands. In this context, the 
data was analyzed to understand the women’s position to use their rights or decision making.  Overall more than 50 
percent women had refused to have sex with their husband.  Unwillingness and tiredness were the two main reasons 
for refusal of sex. The other reasons include gynecological problems, fear of getting pregnant and possibility of sexual 
hurt / injury. In India, the patriarchal context of refusing to have sex is not acceptable and any deviation from the 
accepted norm creates conflict leading to greater instances of DV. 
 
As a result of the refusal, data reveals that the women who had refused to have sex with their husbands were likely to 
experience four times more DV than those who had not refused. The case study brings out the fact that women do 
suffer from not only physical violence but psychological and sexual violence also. According to a case study from 
Maharastra, a woman questions herself that “my husband says he does not like me then why does he use me for 




Health care received by the victim after Physical injury  
 
Physical injury (PI) is a severe form of the physical violence. In 52 per cent of the cases husbands were the main 
perpetrator and about 9 per cent of the women (n=1253) received PI leading to hospitalization.  Intra analysis of a 
zone reveals that every fourth woman in specific state reported to be physically injured as a result of hitting and 
beating by their husbands or from his family members. A substantial number of these women (34 per cent) further 
reported that they received PI when they were pregnant and 18 per cent of them received PI when they were sick. 
Only 24 per cent of the women received treatment for the PI. 56 percent of women could not attend to the daily 
household chores dues to PI and did not receive any health care services. However, women reported that the 






Empirical results demonstrate the new contradictions; how domestic violence were reduced only for women who had 
higher education, suggesting that the modest increases in educational attainment available to the majority of females 
in India would not substantially alter their risk. In such context, theories and literature describing “education and 
income opportunities are often seen as resources for women’s empowerment” (Malhotra et al 2002) would not prove 
the positive association as data explains the seemingly contradictory findings. Women's education often led to higher 
status and security through increased economic participation appears less realistic in light of the quantitative results. 
Furthermore, our results indicate that education cannot be assumed to improve the terms under which women were 
subjected to the situation and dwarfed by other considerations (Saleem and Bobak 2005). However, this optimistic 
scenario contradicts most of our findings as women reported that those who were working were severely abused and 
no changes took place in their traditional gender norms (Sen 1999; Bates et al. 2004). Such changes may become 
protective only after a critical threshold of empowerment has been reached and gender roles have been substantially 
accepted and acknowledged in the society (Zentgraf 2002).  There are data limitations and the five indicators used in 
the paper is not enough to measure women’s empowerment.   
 
Though support of husband to seek treatment was moderate among the women received physical assault; 
psychological trauma would limit the ability of the women to manage and to put them back to their normal situation 
(Barenson et al 1994). The combination of women’ hospitalization, not able to attend the daily routine work of home 
and women not getting needed medical assistance have a detrimental effect not only to the particular women, 
children would be witnessing the incidence and may repeat in future as it may be considered as part of societal 
norms.  Patriarchal values also support or promote women's inferiority within intimate relations, with male usually the 
dominant family member holding the important decision making power (Connors 1989). As a result, women's low 
status becomes institutionalized within the structure of the family, and domestic violence is tolerated as a male power 
to control superiority. 
 
Although better emerging socio-economic indicators including literacy and occupation of women are expected 
positively to influence normative expectation of gender roles and relations, cultural ethos in India; during the 
transition, influences of education and occupation of women increase the risk for domestic violence (Dalal 2011; 
Klomegah 2008). The violence against women is a consequence of conflict between existing patriarchal culture and 
changing structural relation of husband and wife within the family. The relationship which challenges patriarchal 
culture inflicts violence. Therefore, in the families were women position is transforming, ideological status qua exit. In 
a situation where husband and wife working, is a stage of economic adjustment and not social acceptance. The 
conflict will exist till structural relations and patriarchal nature of the society are redefined.   In this stage of social 
transformation, women who opt not to challenge the patriarchal structure face less of violence at home. 
 
In the discourse of modernity, within the sphere, society is adopting liberal norm ((Dube, 2001) for improved lifestyle; 
women are exposed to education and income generation activities. However, the gendered cultural expectations 
remain static, and gender gap persists with educational and occupational inequity (Desai 1994). India is in transitional 
phase of learning and muddling through the contradictory picture of customary practices and modern theory of 
empowerment of women, health care seeking of the victims remains limited. This finding indicates that there is a need 
to theorize empowerment paradigm as a set of cumulative stages rather as a desired end status.  
 
Women’s empowerment is a complex concept that poses many challenges in conceptualization and measurement. 
The outcome of the study also reflects a situation of biased policy process and institutional framework (Jejeebhoy and 
Cook 1997; Tim et al 2005). The policy implementation process is a reflection of existing patriarchal norms in the 
country resulting in piece meal processes of entitlements. Currently, given the cultural flux that India is experiencing, 
a woman who challenges her husband's right to control her behavior is seen as problematic. The solution lies when 
the society, its customs and institutions are interwoven with the threads of equality. India can be seen today as a state 
in transition. The status will improve only when access and the form in which women participate in policy processes, 
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